(e.g. Mathews et a!, 1977; Bland and Hallarn, 1981;  Milton and Hafner, 1979; Monteiro et a!, 1984) .
To investigate these issues further we decided to make a controlled comparison of two types of behavioural treatment, similar in all respects except that the patient's spouse was actively involved only in one. Measures of the pre-treatment marital relation ship would allow us to test the extent to which a poor relationship was associated with a poor outcome in each of the two groups. It was predicted that spouse involvement would reduce the otherwise negative effects of a poor marriage: such a finding could have important implications for the hypothesis that marital difficulties lead to agoraphobia.
We reasoned that active involvement of the partner might help the marriage by promoting greater understanding of the phobic problem, or by giving the couple a common goal to work towards co-operatively. The design of the study also allowed a direct measure of the contribution that might be made by the spouse to the effectiveness of behavioural treatment: we expected to find better overall results in the treatment that actively involved the patient's spouse, particularly during the follow-up period.
Method
Therapists and treatment Treatment was carried out by therapists with special training in behavioural psychotherapy. Two therapists were qualified nurse therapists, one was a nurse therapist in the final six months of an eighteen-month training course, and one was a qualified clinical psychologist.
Each therapist treated equal numbers of patients with the two methods of treatment. Treatment was home-based: it included graded exposure, required the A number ofdifferent authors have claimed that the spouse plays an important role in the aetiology or maintenance of symptoms in the agoraphobic syn drorne (Andrews, 1966; Goldstein and Chambless, 1978; Emmelkamp, 1974; Wolpe, 1970; Agulnik, 1970; Hafner, 19770; Barlow et a!, 1981) .
Using the spouse as aco-therapist in the treatment of agoraphobia was recommended thirty years ago (Web ster, 1953) and has a number of potential advantages. The presence of the spouse as an â€˜¿ ally' may make the treatment itself more powerful, and continued cooperation may help to maintain or enhance gains in the follow-up period. Previous work in which the patient was treated alone (Hafner, 1977b; Milton and Hafner, 1979) has suggested that in some cases improvement in agoraphobic symptoms may lead to a deterioration in the marital relationship, or to the emergence of other symptoms in the partner. These negative effects were not found in other studies where the spouse was actively involved, suggesting that such involvement can have positive effects and may even lead to an improvement in a previously disrupted relationship (e.g. Cobb et a!, 1980; Bland and Hallam, 1981; Emmelkamp, 1980) . Reporting on individual cases, Barlow et a! (1981) suggest two possible patterns: one in which marital satisfaction increases and agoraphobic symptoms improve in parallel; an other in which improvement in the phobia is associated with more marital satisfaction in the patient, but more dissatisfaction in the spouse. There is thus no clear agreement about the nature of the association between change in agoraphobic symptoms and change in marital relationship. Several studies agree, however, in finding a modest association between pre-existing marital conflict and a relative lack of change in agoraphobic symptoms with behavioural treatment In Group 1 (treatment' of the patient alone), the spouse was seen only at the initial assessment and for measurement. The patient alone was given a therapy manual (Mathew et a!, 1981) . Treatment took place in the usual way, starting with one therapist-accompa med session of exposure in vivo, and continuing with homework tasks which the patieni carried out between sessions. After the first two visits, the therapists used the treatment time to monitor progress, discuss difficulties and decide on further exposure-tasks. In Group 2 (spouse as co-therapist), both patient and spouse were given manuals, and both were present at all treatment sessions. The spouse was instructed to assist the patient with carrying out homework tasks and to encourage efforts at self-help rather than encourage dependence. For further details of the treatment see Mathews et a! (1981) .
Patienti
Two assessors (JC and AM, who were not thera pists) interviewed consecutive routine referrals to a London teaching hospital clinic specializing in neurotic disorders. Patients who were either married or in a stable cohabitation (i.e. of more than a year's dura tion) were invited to join the study, provided that they satisfied the following criteria: five subsequently dropped out. Reasons for drop-out were: failure to comply with treatment (two cases); depressive illness (one case); failure to complete assessment measures (two cases). Thus nineteen patients completed the treatment, ten in Group 1 and nine in Group 2. The characteristics of each patient group are summarized in Table I .
Measures
The following measures were used; in each case a higher score corresponds to greater severity.
a. Behavioural targets corresponding to feared and avoided activities or journeys were chosen, and rated on a 9-point scale (Watson and Marks, 1971) by an independent observer who saw the patient and spouse separately. A single rating including both fear and avoidance was used, since many previous studies have shown that these two factors correlate very highly (Teasdale et al, 1977) .
b. The Fear Questionnaire (Marks and Mathews, 1979) is a self-rating measure which we gave to the patients. It has separate sub-scores for agoraphobia, blood-injury phobias, social phobia and mood.
c. The Crownâ€"Crisp Experiential Index (1979) is a self-rating measure which was completed by both patient and spouse.
d. The Modified Maudsley Marital Questionnaire (Crowe, 1978; Monteiro et al, 1983) was used to rate patients and spouses. This questionnaire has ten items for marital adjustment, five for sexual adjustment and one item each for work/domestic tasks, social activi ties, leisure and physical health. Each item is rated on a scale of 0â€"8. In this study, scores given are the sum of the scores for individual items of each section.
e. Assessors were asked to rate patients' ability to comprehend instructions and spouses' ability to help if required, both on 0â€"5 scales.
All the above ratings were completed three times immediately before and after treatment, and at 6-month follow-up. Patients also completed post-treat ment ratings of(1) overall change in symptoms and (2) change in marital relationship, and were asked to attribute any change to â€˜¿ self, therapist, spouse or other'.
â€˜¿ Sub-scale of the Fear Questionnaire (Marks & Mathews, 1979) 2Modified Maudsley Marital Questionnaire (Crowe, 1978; Monteiro eta!, 1983) 3ExperientialIndex (Crown and Crisp, 1979) 
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Scores on main measures for both treatment groups mation) showed that the conjoint treatment in Group 2 was associated with more positive change than treat ment in Group 1 (P <0.03), but this difference was no longer significant at follow-up. Scores on the somatic sub-scale of the Crownâ€"Crisp Index at follow-up showed that conjoint treatment was associated with more improvement than tfeatment alone (P <0.04); but again, the difference disappeared at follow-up. Finally, spouse rating on the anxiety sub-scale of the Crownâ€"Crisp Index immediately after treatment
showed that spouses involved in conjoint treatment rated their anxiety higher than those not involved (P <0.02). This difference also disappeared at follow up. Since the number of significant findings is no greater than would be expected by chance, and none of the main measures of agoraphobic symptoms were involved, it is concluded that there were no convincing differences in outcome between the two treatments.
Pearson correlation coefficients were calculated to look for associations between measures of improve ment (changes in score either before/after treatment or after-treatment/follow-up) and initial scores for the agoraphobic and marital measures. In all, 169 correla tion coefficients were calculated. Few were significant, and only two of these were of interest. One was a negative correlation between the initial rating of agoraphobic disability and the difference between the first and third ratings of marital adjustment (r = â€"¿ 0.47, P <0.02). Secondly, there was a negative correlation between initial marital rating and the change in that rating from pre-treatment to post treatment (r = â€"¿ 0.62, P <0.002). Thus it appeared that the more severe the agoraphobic problems were before treatment, the less improvement was shown in the marriage. However, no association was demon strated between the initial severity of marital problems and the severity of agoraphobic problems, nor between poor initial marital ratings and subsequent change in agoraphobic symptoms during treatment or at follow-up. On the basis of the initial ratings of marital adjustment and sexual adjustment, we selected the nine best marriages and the nine worst ( Table HI) and found that neither immediately after treatment nor at 6-month follow-up was there a significant difference between them in terms of improvement in agoraphobic symptoms. Although there was a trend for those with poor marital adjustment to do less well during treatment (particularly if judged only by achievement of agoraphobic targets), they compen sated for this in the 6-month follow-up period. to the effortsof my spouse' more often than thosein Group 1, and in Group 2 the spouse's help was rated as being as important as the patient's own efforts. There was thus a real difference in the patients' perception of help received in the two methods of treatment.
With 50 analyses of covariance it is to be expected that twoor threeresultswouldshowsignificance at the 5% level by chance. It is therefore not possible to make too much of the three positive findings. Taken as they stand, these suggest that involving the spouse in treatment leads to a greater improvement in the couple's sex-life (as experienced by the patient), an indication that working together to solve a problem may lead the patient to feel physically closer to his or her partner. Involving the spouse also helps the patient to cope better with physical symptoms. However, spouses involved in treatment reported significantly more anxiety when treatment ended, though not at the 6-month follow-up. Independent assessors asked spe cifically about the physical and psychological health of spouses, after treatment and at follow-up, and no marked changes were reported. Thus this difference in only one of the six sub-scales (the anxiety scale) of the Crownâ€"CrispIndex, if it means anything, probably indicates temporary uneasiness in those partners involved in treatment, perhaps due to an increased feeling of responsibility or to uncertainty produced by a relatively sudden change in the spouse's behaviour. No changes were found in spouses not involved in treatment, and this study found no evidence to confirm Hafner's finding (Hafner, 1977b) of the development of serious psychiatric problems in the spouses of patients successfully treated for agoraphobia. As defined by the Crownâ€"CrispExperiential Index at the beginning of the study, the patients (mean score 56) fell into the â€˜¿ neurotic' category, while their spouses (mean score 14) were rated as normal: like Buglass et a! @(1977) we had a group of neurotic patients married to non-neurotic spouses.
Most marriages tended to improve during treatment and the deterioration in the mean for Group 2 in the follow-up period was the result of the severe deteriora tion of a single marriage. Scores on the marital section of the Modified Maudsley Marital Questionnaire (MMQ) have a possible range of 0â€"80, higher scores indicating more dysfunction. None of the patients in this study presented with marital difficulties, although total scores on the patients' ratings of marital adjust ment ranged from 2 to 22, with a mean of 11.2 Â±6.6. Scores of marital adjustment as seen by the spouses ranged from 4 to 27 with a mean of 11.7 Â±6.2. Initial scores (from the patients) for sexual adjustment ranged from 0 to 30 with mean of 10.4 Â±8.0: once again, the spouse ratings were not significantly differ ent. Unfortunately, normative data is not available at is highly effective, as has been shown in previous work (Mathews et a!, 1981) . In addition to improving the main symptoms of agoraphobia, treatment was associ ated with significant changes in the ability of the patient to work and in. mood ratings, which were maintained at the 6-month follow-up. Overall, there was a trend for marital and sexual adjustment to improve; this trend reached statistical significance on three out of eight measures. This confirms previous findings by Cobb et a! (1980) and Bland and Hallam (1981) . It must be borne in mind that in our study patients were seeking help for agoraphobic difficulties and not expecting to be helped in their marriages.
The analysis of the results in each of the two treatment groups failed to support the hypotheses suggested at the outset of the study, although the relatively small size of the groups should be borne in mind in drawing any conclusions from the results. The scores on the main measures of both agoraphobia and marital adjustment indicate that involving the spouse in the treatment programme produced broadly similar results to seeing the patient alone, and that changes were maintained in the follow-upperiod equally well in both groups.
The improvement in agoraphobic symptoms in both groups is large, and close to that reported in similar studies: for example, the change of 15 points in the mean score on the agoraphobia sub-scale of the Fear Questionnaire compares well with that reported by Jannoun eta!, (1980) and by Monteiro eta!, (1983) . Therapists reported that partners in Group 1 often showed an interest in treatment, as might be expected given that treatment was based at the patient's home. However, patients in Group 2 ascribed change as â€˜¿ due present for the MMQ, so ratings simply reflect changes that occurred in marital adjustment during the course of treatment and follow-up: they can not be used to define a cut-off point between â€˜¿ well-adjusted' and â€˜¿ poorly-adjusted' marriages.
There has been considerable discussion in the literature recently about the relationship between marital adjustment and agoraphobic problems (Hafner, 1982; Emmelkamp, 1982; Barlow et a!, 1981;  Monteiro et a! , 1983) . A number of questions have been raised, and these are discussed below with reference to the present results.
1.Does involving thepartner as co-therapist influence outcome, in terms of either agoraphobic symptoms or marriage?
It can be argued that involving the spouse as co therapist might indirectly help to overcome co-existing ma,rital difficulties and thus enhance treatment (Cobb et a!, 1980) . On the other hand, Emmelkamp (1982) has suggested that involving the spouse could have an adverse effect, by increasing dependency between spouse and patient. Our study suggests that, overall, it makes little difference either way. The majority of spouses were prepared to be involved, and proved to be enthusiastic co-therapists when asked to take part. We conclude that although there is nothing against including the spouse, there is no justification for trying to coerce a partner to be involved if lack of time or inclination makes it difficult. We looked at the four best and the four worst marriages from each group in the present study and found some evidence that among the worst marriages patients treated alone did best whereas among the best marriages patients helped by their spouses did best. Given such small numbers, however, any conclusions based on this data would be speculative.
Is poor initial marital adjustment a factor which decreases the effectiveness ofexposure in vivo?
Two recent studies (Milton and Hafner, 1979; Bland and Hallam, 1981) have shown that low marital satisfaction is associated with a relatively poor re sponse to treatment and a tendency to relapse during follow-up.
In contrast, our study, like that of Emmelkamp (1980) (Emmelkamp, 1980; Bland and Hallam, 1981; Cobb et a!, 1980) . Our study suggested that, overall, marital adjustment tends to improve as agoraphobic symp toms are removed. These differences in results may be explainable in terms of different approaches to treat ment they may also reflect the emphasis put on individual case histories in the studies by Barlow and Hafner.
In our study, four marriages showed a deterioration at the end of treatment, although three of these changed their rating by â€"¿ 5 or less: these changes could just as well reflect the ebb and flow of married life as the effects of treatment. One marriage deteriorated markedly (â€"26) in the follow-up period, and improve ments in agoraphobic symptoms were largely lost.
Such a parallel between agoraphobic symptoms and marital adjustment was described in detail by Barlow et a! (1981) ; but this pattern, although striking and therefore memorable, was an exception. Another patient, who had been treated with the assistance of her husband, left him about three months after successful treatment had ended. She maintained her improvement and at the follow-up made the illuminat ing comment that â€˜¿ having him involved in the treat ment made me get to know him much better than I ever had done before. I came to realise that we had little in common and that I didn't really like him much.' According to her, both her husband and herself had benefitted from the ending of the marriage: a poor result from the marital point of view, but a success as . far as the two individuals were concerned! Theoretical psychopathologists continue to debate the question of whether agoraphobia is predominantly an intra-personal problem, or whether it is a manifesta tion of inter-personal problems, particularly those involving dependence.
Both assortative mating and pathogenic interaction models have intellectual ap peal, and single cases may be found which appear to support one or the other of these theories. However, the data in our study suggest that the majority of married agoraphobics do not fit either model. The
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partners of agoraphobic patients were not a neurotic group and did not suffer, either in themselves or in their marriages, when the agoraphobic symptoms were removed: agoraphobia would appear to be primarily a problem arising from the individual.
